The African American church has promoted the health of African Americans through supporting interventions that target a wide variety of diseases, and it is a crucial community partner in the development of HIV prevention interventions. Although research has described the development of church-based HIV interventions, there is a significant lack of frameworks and approaches available to guide the implementation and maintenance of HIV interventions within church-based settings. A developing framework of a comprehensive church-based intervention, derived from an ethnographic study about the development, implementation, and maintenance of an HIV/ AIDS Ministry within an African American church is presented. This approach can provide guidance to support the development, implementation, and maintenance of HIV interventions in faith settings.
T he rate of HIV and AIDS among African Americans is extremely disproportionate to the numbers of African Americans in the U.S. population. Although African Americans represent approximately 14% of the total U.S. population, nearly half of all new HIV cases are among African Americans. 1, 2 African Americans accounted for 56% of deaths due to AIDS in 2011, and their survival time after diagnosis is significantly shorter than survival time for other racial and ethnic groups. 2 The African American church provides an important community-based organization to combat HIV and AIDS. African Americans are markedly more likely to attend a church, pray regularly, and report themselves as very religious, in comparison with other racial and ethnic groups. 3 With 84% of the Black American population reporting a religious affiliation, the church is a viable venue for reaching a large number of Black Americans. The African American church has played a prominent role in social and political spheres of African American lives since its inception. [3] [4] [5] Studies of the impact of religion indicate its positive influence on the health behaviors of many African Americans across the U.S. 4, 5 Church-based health promotion interventions have been shown to be effective in numerous health problems including: weight reduction for urban African American women at risk for diabetes; 6 hypertension prevention and weight loss for African American men and women; 7, 8 and in increased breast cancer screening among rural African American women. 9 Few frameworks, however, provide guidance for the process of developing, implementing, and maintaining comprehensive HIV interventions in African American churches. There are far fewer church-based HIV interventions and almost none that address the full gamut of prevention, testing, care and support of HIV infected African Americans.
ORIGINAL PAPER
Many church leaders and congregants become more involved in HIV efforts once they recognize the impact of HIV on their congregations, and communities. [10] [11] [12] [13] [14] Despite this recent trend, there is a striking lack of frameworks that address the constructs vital to the entire process from development to maintenance. Additionally, to date none of these programs have addressed the HIV continuum from prevention, to testing, to care of AIDS-infected congregants. 1 In order to move forward to HIV prevention, testing and care the church may need to make several changes within their organization. There are several models that deal with organizational change, [15] [16] [17] particularly in health care settings. Key factors to consider in this process include a needs assessment, encouraging ownership of proposed programs, providing technical assistance, and taking into account the role of organizational culture and climate. Barriers to effective organizational change include lack of time, cost, and poor leadership. [15] [16] [17] These findings provide information about potential factors that may affect a church's ability to make a change in favor of developing HIV programs and interventions. However, the process of organizational change within faith-based organizations, particularly African American churches is understudied. The role of religion and doctrine, the unique leadership structure of churches, and their historic negative stance on HIV pose formidable challenges. [18] [19] [20] [21] A foundation on which to build interventions to promote HIV risk reduction in African American Churches is needed to move forward in level of engagement in HIV and support capacity building.
The purpose of this paper is to help developing a framework of the process of development, implementation, and maintenance of a Church-based HIV program (see Figure 1 ). Strategies that can be used to promote development, implementation, and maintenance of comprehensive HIV programs that address prevention, testing, and care and support. This approach is informed by data from an in-depth, qualitative, ethnographic, naturalistic study of this process in an African American church in an urban setting.
Development of Church-based HIV programs. A number of studies have focused on pre-development (descriptions of barriers and facilitators) and development of churchbased HIV programs. The pre-development descriptive studies primarily explored the barriers to development of church-based HIV programs. The most prominent barrier found has been the desire for HIV messages to be in alignment with the religious belief of promoting abstinence. 14, 22, 23 Other significant barriers included the pastors' reported lack of knowledge and inexperience in discussing HIV related topics, 22, 23 stigma against people living with AIDS and against homosexuality, 21, 24, 25 and some clergy's beliefs that their congregations and communities were not at risk. 26 Few studies addressed facilitators to development of HIV related interventions in African American churches. Of those that did, the following supports were found:
(1) outspoken congregation members' desire to talk about HIV, STIs, and unintended pregnancies, (2) clergy who were willing to support HIV programming, (3) assistance from congregation-based nurses and health professionals as well as outside organizations, and (4) the close involvement of the congregation in developing and implementing the interventions. 19, 20 Existing church-based interventions and programs are generally focused on HIV prevention, promotion of HIV testing, or providing support to HIV positive individuals. Comprehensive interventions that addressed all of these areas (including prevention, testing, linkage to care, and care and support of HIV positive individuals) were not well represented. The development studies were largely qualitative, 23, 24 used a community based participatory approach, 25, 27 and focused on the adult population. 22, 25 However, very few of the reports about development of interventions used a theoretical framework or model to guide the design of their programs.
Implementation and maintenance of Church-based HIV interventions. Proper planning for implementation has a significant impact on the health outcomes of the population and the sustainability of the interventions. Yet, few studies have looked exclusively at the implementation of church-based HIV interventions. Therefore, a framework, which provides direction in this phase, is essential. The literature specific to implementation of HIV risk reduction interventions in African American church settings is limited. The existing research on supporting factors for implementation emphasizes the importance of consultation with key stakeholders and the provision of options that allow for a tailoring of interventions to fit the unique religious culture of each church. [25] [26] [27] Maintenance of African American church-based HIV interventions is also seldom addressed. However, maintenance is vital in the effort to enhance public health impact. This gap in the literature makes it difficult to evaluate or sustain these programs in other faith settings. The framework presented in this paper may prove useful to maintaining and sustaining church-based HIV interventions. The African American church used for this study is unique in that its HIV/ AIDS Ministry has been in place for over 20 years. In addition the church took a comprehensive approach to HIV risk reduction not often found in the literature by providing HIV prevention, testing, linkage to care, housing, care and support for HIV infected individuals in the congregation and surrounding community.
While other churches in the studies mentioned above focused exclusively on prevention or treatment, the church in this study addressed the HIV continuum. The framework presented will provide best strategies for development, implementation and maintenance of interventions or "programs/ ministries" in African American church settings from the perspectives of the community members first hand. Here a note on terminology may be relevant. Congregants used the term "ministry" to represent the program they developed to address HIV and AIDS. In an attempt to best describe this phenomenon from the perspectives of the participants we will use the word "ministry" forward.
Methods
Design and sample. In this qualitative ethnographic study, data were gathered via in-depth semi-structured interviews of pastors, lay leaders, and congregants (n=9), congregant surveys (n=50), observations (n=7), and review of documents (n=9) of the church and ministry over a year. Interview participants were those involved in the development, implementation, and/or maintenance of the HIV/ AIDS Ministry in the church. To obtain the richest data, we intentionally chose a large church (with a membership of 8,854) that was predominately African American (97.5%) and located in an urban setting (where the median income was $43,201) and which had an unusually long standing HIV Ministry. Prior to the beginning of the study approval was obtained from the University of Illinois IRB as well as a written letter of support from the pastor of the church.
Data collection. Data collection began with interviewing the pastor who referred us to other key stakeholders that participated in the development, implementation, and maintenance of the HIV/ AIDS Ministry. Specifically, interview participants included the pastor, pastor emeritus, associate pastor, lay leaders and HIV Ministry leadership (both past and present) that had key involvement in the process. Of these participants, the pastor emeritus, and two lay leaders were involved in development (remaining developers were deceased or unreachable due to relocation). The remaining participants with the exception of the current pastor (who was only involved in maintenance) were all engaged in both implementation and maintenance. We ended the interview process when we had met with all the available individuals with insight about the HIV/ AIDS Ministry.
During the interview phase, we concurrently began to attend church services, forums, HIV/ AIDS Ministry meetings, and other pertinent events for non-participant and participant observations. This was followed by a review of accessible documents, including the church and ministry history and doctrine, mission statements, training manuals, brochures, bulletins and newsletters. Finally, we approached a random sample of congregants for a brief survey about their knowledge of the HIV ministry to obtain their ideas about maintenance.
Interview questions, observations and the review of documents focused on the multiple domains of intervention development, implementation and maintenance. Specifically, we asked participants about the barriers and facilitators at each stage, as well as their beliefs, attitudes, norms, and acquired knowledge; 28, 29 what internal and external challenges they faced; and lessons they learned.
Analysis. Analysis began with the transcripts of audio-recorded interview data. The interview data and data collected from notes on the observations were analyzed in accordance with Auerbach and Silverstein's grounded theory coding method. 30 We began with the transcripts, memos, and field note texts, which were narrowed down to the text specifically in relation to development, implementation and/or maintenance. This text was searched for repeated points from which themes were gleaned. Through a detailed and iterative process, these themes were further narrowed down to form theoretical constructs pertaining to the research concerns and integrating the narratives and words of the participants. Following initial analysis, an outside prepared researcher also confirmed results. This multi-staged analytic approach was taken to ensure that the story of the development, implementation, and maintenance of the HIV Ministry was described in depth in the words of the participants.
Results
The HIV Ministry of this church, as mentioned earlier, is unique in that it has been in place for over 20 years. The records revealed that females comprised approximately 72% of the current ministry membership. The HIV Ministry provided multiple HIV and AIDS related services including monthly HIV/ AIDS educational sessions and forums. It also provided HIV testing 2-3 times per year with immediate linkage to care for positive results. The HIV Ministry also conducted HIV related outreach events and trainings in the surrounding community and other churches and offered housing and counseling for HIV and AIDS infected individuals. Lastly, they provided condoms and educational brochures at a resource booth every month following church service with hands-on, skill-based guidance on how to prevent contraction of HIV. Overall, several themes emerged that distinguished each stage of development.
Phases of development, implementation, and maintenance. Development. The development phase refers to the preliminary planning process that the pastor, church leaders, and congregants underwent to create the HIV Ministry. This ministry was initiated in partnership with the pastor emeritus and several church leaders. The three key themes that emerged which supported the development of the HIV Ministry included: promoting leadership support, building necessary infrastructure/ resources, and promoting education.
Leadership support. Leadership support was crucial in the development phase. Pastors have significant power and impact in their churches and often in the surrounding community as well. The support of the church leaders is also important, as they lead implementation of programs. During the development of the HIV Ministry, the pastor gained more knowledge of HIV and AIDS and saw the potential which addressing HIV could have in serving the needs of the congregation, their families and communities.
The pastor of the church assembled a leadership team that devoted their volunteer efforts to the development of the HIV/ AIDS Ministry. Many of these individuals credited the pastor as being the "visionary" and a "pioneer" in supporting the ministry, stating that it would not have been developed without his support and belief in its importance. . . One individual stated, "I think that the church needed and wanted to do it [develop the HIV/ AIDS Ministry], but the Pastor Emeritus wanted to do it most. " Support from both the pastor and church leaders was critical because they implemented the day-to day activities to develop and later implement the HIV Ministry.
Building Infrastructure: establishing collaborations and partnerships. Steps that were taken to garner necessary resources for the development of the HIV Ministry included seeking out information and collaboration from local AIDS Service Organizations (ASOs), the local department of public health, and congregation and locally based health care providers and psychologists. These individuals and organizations were able to provide educational materials, trainings, HIV testing kits, condoms and other necessary resources, as well as consultation on the logistics of development. It was also at this stage that the team decided that these efforts would be solidified in the development of a HIV Ministry. By creating this infrastructure within a ministry context, the church began the process of planning for the long-term maintenance of the ministry as a part of the church for the long term instead of a temporary program.
Collaborations and partnerships were essential. Steps were taken to adapt and/or modify materials to fit within the faith context and to build a team of congregants that would be trained to lead and later implement the program. The church already had substantial space to accommodate any HIV related forums or events and donated financial resources to begin development of the HIV Ministry. Promotion of education. Obtaining education about HIV and AIDS demystified the disease among the leadership and congregation. Both the pastor and the leadership team sought extensive education about HIV and AIDS during the development phase. They reached out to experts in the field of HIV and AIDS including, but not limited to, researchers, physicians, nurses, psychologists, members of the department of public health, and individuals infected and affected by HIV and AIDS. One participant stated, "We got doctors, we got nurses, social workers, people that have HIV and developed a 20-hour training. We didn't know much on our own. " Becoming educated about HIV and AIDS by these individuals demystified the disease and helped to dispel myths, which reduced levels of HIV stigma among the leadership and church community.
During the process of education they also found that many of the congregants who were previously silent were able to comfortably disclose their HIV status and receive the subsequent support of their church. Education contributed to another essential step in the development of the HIV Ministry, which was affirmation of individuals within the church living with HIV and AIDS. This led to openness to individuals regardless of sexual orientation, behavior, or drug use.
The leadership team developed a comprehensive required training that was completed by the pastor, leadership team and any future members of the leadership prior to participation as a HIV leader in any capacity. This 20-hour training process was conducted on every Saturday over a two-month period. Each session was four hours long and mandatory. Sessions began by covering the definition of HIV and AIDS, the history and virology of HIV/ AIDS, immunology and components of the immune system, HIV testing, stages of HIV infection, current HIV medications, and treatment plans. This was followed by education about transmission, the infection process, HIV/ AIDS prevention, and HIV/ AIDS and its effects on women and children. The next session covered the social and psychological aspects of AIDS and the last session included training in pastoral and spiritual care of individuals with HIV/ AIDS. This required training was later made available to the larger congregation in a more general form via educational forums and seminars.
In sum, the process of development required input and agreement on multiple levels of the organization: the pastors, church leaders, and congregants. As the church began to transition to implementation of the HIV ministry, the congregation provided unified support of the HIV ministry and its mission.
Implementation. The primary factors that supported the implementation were capacity building and enlisting the support of the congregation.
Internal and external capacity building. Planning for implementation included building on the infrastructure that was created in the development phase. First, the education, resources, and key outside contacts were made available to the larger congregation. In this phase, key opinion leaders in the church-both members of the HIV Ministry as well as members of other ministries within in the church-voiced active support of the HIV Ministry. This support included forging intra-church collaborations with the women's, men's, and youth ministries. An associate pastor was also assigned to facilitate long-term church funded financial support and integration into the congregation.
The HIV Ministry actively engaged funding agencies through applying and obtaining funding from the city and foundations to provide additional financial support to fund housing, provide medication, employment, linkage to care and support groups for HIV and AIDS infected individuals. This was an indicator that intrinsic buy-in had been established and not imposed on the church. The impact of the HIV Ministry was expanding, and the availability of resources magnified their commitment to HIV and AIDS Congregational support. As the HIV Ministry was gaining more exposure within the church, the support of the congregation was essential. Because the support of the pastor, church leaders, and other key opinion leaders within the church had already been garnered, much of the congregation was willing to support the implementation of the HIV Ministry as well. This openness to change and innovation helped to allay some of the concerns on the leadership's part as to whether or not the development and implementation of the ministry would cause congregants to leave the church. One interviewee said, "I think we all felt that we were doing something that was important" and summed up the "congregation's attitude" with the phrase, "Somebody has to care. "
Throughout this phase, the notion of the importance of HIV education continued to be reinforced as essential to the support of the Ministry. Additionally, the church leadership and general congregation began to transition to viewing themselves as pioneers in this endeavor, which added to their enthusiasm and commitment to the HIV Ministry. Finally, a driving commitment to and compassion towards individuals living with HIV and AIDS was noted, as many congregants reported during the implementation phase that they, in fact, had close friends or family that had been affected by the disease.
Maintenance. The two key factors that supported the maintenance of the HIV Ministry included integrating the ministry into the church culture for the intent of long-term maintenance and establishing a sense of responsibility for the ministry among church leaders.
Integration. Integration included reframing the doctrine to emphasize compassion and social justice, normalizing the HIV Ministry into the church routine, and continual reinforcement and public support by the leaders. Many African American churches have experienced difficulty in bringing their religious beliefs and doctrine into alignment with support of HIV and AIDS efforts. This church, however, chose to place the emphasis on the role of Jesus in encouraging compassion, love, and acceptance of all individuals. This promoted inclusiveness within the church. By reframing religious doctrine to emphasize social justice, compassion, and service to the underserved the religious culture shifted from reinforcing stigma and judgment to integrating the ministry and providing support for long-term maintenance.
The church also worked to integrate the ministry by continually normalizing their activities and integrating them into the church routine. This included frequent seminars and workshops sponsored by the HIV Ministry, posters, and a monthly resource booth as a part of the weekly routine. By the maintenance phase, the pastor originally involved in the development and implementation had retired and been replaced by a new pastor who also promoted the HIV Ministry's integration by regular reinforcement of their activities and publically voicing his support. These included announcements by leadership at weekly church services and integrating HIV prevention, care and support messages into weekly sermons and Bible studies. Most strikingly, the pastor even allowed the congregation to witness him being tested for HIV at one service.
All these efforts created a very visible and strong presence of the HIV Ministry, which is now well known throughout the community, city and state. The new pastor summed up the success of the maintenance process at this church by saying, "The HIV Ministry has been a continual tradition at the church. It has been a model program. It is in line with the teaching of the church over the years. The core values were already set in place before I got here. The hardcore work had already been done. So it's a part of the culture now. It's expected. "
Ownership. The established team of HIV Ministry volunteers assumed leadership of the ministry and its progression and maintenance. They were allowed to have authority over the day-to-day workings of the ministry, were provided with funds from the church budget to plan events and other activities to support the ministry. As part of multiple ministries within in the church, the HIV ministry followed the same policies and procedures as other ministries, further establishing the ministry as a part of the culture and mission of the church. One participant stated, "I think the ministry is a very active and thriving ministry. We have worked as a congregation to own it and embrace those members that are struggling with understanding or accepting their loved one that has been diagnosed. "
Discussion
Approximately 79% of African Americans report regular church attendance. 3 In addition, the majority of African Americans report religion as very important in their lives. 3 This provides evidence of the number of individuals that could be reached through the church and the significant impact the church could have on HIV related behaviors. Though African American churches are vital to the fight against HIV and AIDS in the African American community, there is a gap in available frameworks that can be used to promote development, implementation, and maintenance of comprehensive HIV interventions within the African American Church. The framework presented in this paper provides the strategies needed to engage African American churches in urban settings and promote the sexual health of their congregation and surrounding communities for the long-term. Scientists often develop interventions and programs in isolation from the communities that implement them. We should consider, however, the knowledge to be gained from community members and organizations that have had a long-standing role in program development and maintenance and look for ways to support and extend the reach of their work.
As noted earlier, church-based HIV interventions, programs and ministries are often developed without a guiding framework or framework. However planning for maintenance from the beginning stages of development and implementation is critical to long-term sustainability. Although not explicitly stated by participants, integrating HIV efforts into an HIV Ministry within the church involved planning and the engagement of key stakeholders. Promoting compassion approaches were pivotal to engagement of the key stakeholders as many individuals revealed they had members of their family or friends living with HIV and AIDS.
Though some frameworks and approaches in the research literature have described factors contributing to development of HIV interventions, the Church-based HIV Development, Implementation and Maintenance Framework identifies key factors that influence the implementation and maintenance of HIV programs in African American churches. This includes promoting intra-church collaborations, enlisting the support of the congregation, intentional integration of medical knowledge about prevention, testing, and care into the culture of the church, and fostering ownership of this initiative among church leaders and volunteers.
Consistent with the literature, this framework also shows that programs and interventions that take into account the church's preferences and structure early in the process is key. [23] [24] [25] A community-based participatory research (CBPR) approach that engages the key stakeholders throughout the process, having a team within the church that is invested in supporting the program or intervention, engaging in internal and external collaborations to support the process, providing education to dispel HIV myths and stigma, promoting affirmation of HIV and AIDS infected individuals among pastors, church leaders and congregations, and framing HIV and AIDS messages within a faith context are the key factors that play important roles in the development and implementation of church-based HIV programming. [19] [20] [21] [22] [23] [24] [25] Limitations of this study include that it was a non-randomized study of a single church, which limits generalizability. Additionally, a portion of the data consisted of information that was collected via retrospective self-report and may be biased. However, the richness of data that was garnered over a period of time focusing on the HIV Ministry from development to maintenance may provide a foundation future studies may build upon.
Future research should seek to test the proposed framework in the African American church or focus on the development, implementation, and maintenance phases individually. Increasing the study of how evidence-based HIV prevention interventions are implemented in church settings on a broader scale is also important. Additionally, the lack of research about maintenance and sustainability of church-based HIV programs warrants further study. With the significant role the African American church can play in public health, particularly for African Americans, it is vital to have models to guide development of effective interventions that have the potential for long-term sustainable impact on the HIV epidemic. The Church Based HIV Development, Implementation and Maintenance Framework contributes to a continuing and necessary dialogue about the development, implementation and maintenance of church-based HIV interventions and ministries.
